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Abstract
Background: Reviewing program educational efforts is an important component of postgraduate medical education
program accreditation. The post-graduate review process has evolved over time to include centralized oversight based
on accreditation standards. The institutional review process and the impact on participating faculty are topics not well
described in the literature.
Methods: We conducted multiple Plan-Do-Study-Act (PDSA) cycles to identify and implement areas for change to
improve productivity in our institutional program review committee. We also conducted one focus group and six
in-person interviews with 18 committee members to explore their perspectives on the committee’s evolution. One
author (MLL) reviewed the transcripts and performed the initial thematic coding with a PhD level research associate
and identified and categorized themes. These themes were confirmed by all participating committee members upon
review of a detailed summary. Emergent themes were triangulated with the University of Michigan Medical School’s
Admissions Executive Committee (AEC).
Results: We present an overview of adopted new practices to the educational program evaluation process at the
University of Michigan Health System that includes standardization of meetings, inclusion of resident members,
development of area content experts, solicitation of committed committee members, transition from paper to
electronic committee materials, and focus on continuous improvement. Faculty and resident committee members
identified multiple improvement areas including the ability to provide high quality reviews of training programs,
personal and professional development, and improved feedback from program trainees.
Conclusions: A standing committee that utilizes the expertise of a group of committed faculty members and which
includes formal resident membership has significant advantages over ad hoc or other organizational structures for
program evaluation committees.
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Background
Calls for the development of a systematic approach to
program evaluation in post-graduate medical education
(GME) abound [1–3]. Several suggestions to a potential
schema include the establishment of institutional track-
ing systems, dashboards and establishment of quality
metrics [1, 4]. The United Kingdom’s General Medical
Council, in its development and support of its Foundation
Programme, echoes similar sentiments regarding the need
to develop mechanisms for curriculum evaluation [5].
Most of the existing literature within the post-
graduate milieu has emerged in response to the United
States’ accreditor’s (e.g. Accreditation Council for
Graduate Medical Education- ACGME) requirements
[6]. More specifically, the International Recognition of
Excellence in Education’s Areas of Excellence to be
Recognized (ASPIRE) program established award cri-
teria in the area of assessment with one of the criteria
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being to demonstrate “rigorous and continuous quality
control process” [7]. This award program is focused on
undergraduate medical education; the criteria for the as-
sessment award is based on a program’s ability to assess
competence, their commitment to scholarship and inno-
vations as well as their ability to engage learners. ASPIRE’s
goals are similar to those listed by the Accreditation
Council for Graduate Medical Education’s (ACGME’s)
Clinical Learning Environment Review (CLER) Program
and the ACGME-International institutional require-
ments focus on program improvement [6, 8, 9].
As a result of the ACGME’s accreditation standards,
continuous review processes for clinical care has been
widely accepted within our academic environment [1,
10–12]. The ACGME internal review process has
evolved over time to include centralized input and
oversight. [13] As part of proposed changes introduced
in 2013, the ACGME removed the requirement for in-
ternal reviews, yet continued to promote institutional
oversight of the annual program review, as well as spe-
cial reviews as needed. The expertise developed as part
of the internal review process will be needed as part of
the new review process. These changes in the institu-
tional review process have had positive results. Andol-
sek et al. recently demonstrated that the internal review
process is not only helpful in improving educational
programs, but is also key to improving the review
teams’ understanding of program requirements and
competency teaching [14]. Little has been done to de-
scribe the process of the institutional internal review
committee as well as the benefits to the participants.
The literature on postgraduate program evaluation is
fairly recent and there is little information on how to de-
velop the expertise of committee members who are able
and willing to review the large amount of data created
by the assessment of competence and quality metrics for
post-graduate education. It is in this environment that
we sought to answer the following questions: What are
the conditions needed for the development of a highly
functioning review committee? What can be done with,
and beyond, accreditation standards to create an envir-
onment for thriving committee participants that see pro-
gram evaluation for the institution as critical? In that
vein, we questioned the University of Michigan Health
System’s (UMHS) Internal Review Committee (IRC) on
their motivations and career success to try to fully
understand their commitment as well as probe the
benefit to the institution [15]. Lean thinking was used
as the theoretical perspective for our quality improve-
ment process. The core principle of lean thinking is the
“endless transformation of waste into value from the
customer’s perspective” [16]. One working structure
used in lean thinking is the Plan-Do-Study-Act (PDSA)
Cycle [16].
In this paper we will describe the decade-long evolution
of the Internal Review Committee (IRC) into the Special
Program Review Committee (SPRC). This change was
made using multiple quality improvement cycles as well
as the members’ perspective on the transformation of the
committee.
Methods
To improve the program review process, committee
members engaged in multiple PDSA cycles of continuous
quality improvement from 2002 to 2013. The PDSA
model advocates the formation of a hypothesis for im-
provement (Plan), a study protocol with collection of data
(Do), analysis and interpretation of the results (Study),
and the iteration for what to do next (Act) [16]. The im-
provement process included several training exercises
with 12 committee members, using four reports (two
ACGME review reports, IRC citation/recommendation re-
port, and an IRC follow-up report) to improve their ability
to detect the presence or absence of certain issues. The
committee often planned a new activity or intervention to
improve their program review accuracy, collect many
types of data including informal surveys of our customers
(i.e. program directors); study the information and out-
comes obtained and then “Act” to enhance their work.
To understand their perspectives on the committee’s
evolution, we held a focus group and individual inter-
views with 18 SPRC members: 11 faculty members, five
residents, and two office GME staff. Members of the
standing committee included some who had also partic-
ipated during the ad hoc committee era. The focus
group lasted approximately 2.5 h and the in-depth face-
to-face interviews lasted 45–90 min each. All partici-
pants provided their consent, knowing that they were
being recorded.
Focus group data was analyzed using grounded theory
methodology, which seeks to understand the manner in
which an individual is impacted by a particular experience
[17]. One author (MLL) reviewed the transcripts independ-
ently and performed the initial thematic coding with a PhD
level research associate. Subsequently, they met and
reached consensus on the initial themes through discus-
sions and repeated comparison of common themes. As a
method of theme validation, the two coders summarized all
initial themes and shared them with the study participants
to solicit comments and suggestions. These comments
were then presented to the initial coders who revisited the
transcripts to confirm theme locations and to incorporate
them into a final list. When locations were not confirmed,
themes were omitted from the final list. As a method of
qualitative triangulation, one author (MLL) shared emer-
gent themes with the University of Michigan Medical
School’s Admissions Executive Committee (AEC) and
asked about their experiences as members of a standing
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committee. All aspects of this study received exemption
status from the University of Michigan Medical School In-
stitutional Review Board.
Results
Here we provide results of the PDSA process, support
from ACGME feedback (via process outcomes compared
to Residency Review Committee citations) and data from
the focus group suggesting that a standing committee
structure has benefit.
Improvement Cycle 1
Between 1999 and 2001, the institution developed a re-
view process based on, and in compliance with, the
ACGME requirements. In 2002–2003 we moved from
an ad hoc to a standing committee model specifically
convened to review individual training programs. Ad
hoc committees would meet the same number of times
per year and participants were solicited from over 50
program directors and their associated faculty via email.
One hypothesis for this quality improvement project
was that a standing committee would provide a com-
prehensive review and lead to career development op-
portunities for its members versus those in an ad hoc
model.
The intent of the standing committee model was to
allow members to gain expertise and familiarity inter-
preting postgraduate requirements, and evaluating and
critiquing training programs. By developing areas of ex-
pertise within the review process, members are able to
recognize and address patterns of concerns across pro-
grams and within the institution. Members also began to
learn and promote system improvements to education
and they were able to transfer this expertise to the edu-
cational operations of their own department’s postgradu-
ate medical training programs.
This standing committee is comprised of 12 faculty
(average 8.5 years of service) and 4 residents (one-two
year terms) who, over a 14 year period, met 16 to 20
times during each academic year to review an average of
20 programs annually. The committee provides a model
for consistency of program evaluation and assessment of
compliance with program requirements. With an ad hoc
committee, it was difficult for committee members to
develop process expertise on various important aspects
of accreditation. In addition, an understanding of local
best practices can be missed due to variable measure-
ment of compliance.
Committee members are financially rewarded for their
participation through their professional development ac-
counts to use for travel, research, or support of junior fac-
ulty. The financial reward, which is less than the effort
involved, demonstrates that the committee’s work is val-
ued by the institution. As incentives waxed and waned,
decreasing over time, the quality of review remained
consistent; underlining the faculty’s commitment to
the process.
As mentioned above, the membership of the standing
committee includes resident members. These members
are responsible for coordinating interviews with fellow
residents and collecting data on residents’ opinions
about their educational program. Resident members
serve as active participants on the committee, having a
voice equal to that of the committee’s faculty. Inclusion
of residents allows for the collection of valuable perspec-
tives of the training programs’ residents, and they are
better able (than faculty) to elicit honest feedback from
residents who are interviewed, due to the peer-to-peer
nature of these interactions.
Improvement Cycle 2
The move to a standing committee was partially success-
ful. A natural outcome of that was for the committee to
begin to use intentional recruiting for membership on
the standing committee. Departmental leaders with a
sincere interest in the integrity and excellence in the re-
view process were pursued. Faculty for the committee
were recruited from training program Assistant/Associ-
ate Program Directors and Program Directors, as well as
others by recommendation. Residents have the oppor-
tunity to participate and are recruited by their peers or
are recommended by their program directors. Selection
is confirmed by the institution’s Graduate Medical Edu-
cation Committee.
Improvement Cycle 3
Due to the high demand of requests and collection of
data the committee transitioned from a paper to an elec-
tronic format for both the committee meeting materials
and program documentation. This change resulted in a
substantial cost savings in paper and delivery fees. Prior
to this, the review process involved:
 Cumbersome binder process with numerous steps
and unnecessary processes.
 High cost due to shelf storage and volume capacity,
duplication and delivery of binders
 Excessive effort of postgraduate and department
program’s staff in assembling each program’s
documentation.
The transition to an electronic process came from re-
quests from Program Directors, Program Coordinators
and several committee members. This new streamlined
documentation process was the essential element needed
for the SPRC to be able to assess the educational com-
ponents of a training program and for programs to de-
crease the effort and time devoted to the review process
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(e.g., collecting and assembling program information
and delivering review binders).
Improvement Cycle 4
The committee had established a well-functioning work
flow. However, in 2012 the ACGME changed its accredit-
ation standards as well as noting a need for continuous re-
view at the individual program level as well. In 2013, the
IRC became the GME SPRCwith an expanded role for
providing oversight of the annual program reviews, review-
ing GME special reviews, and performing internal reviews
of new programs. Thus, the internal review protocol was
modified into a structure that supported a protocol for an-
nual reviews. The items reviewed did not change, however
the mechanisms of review became focused on the pro-
gram’s annual report of their own program evaluation and
assessment.
Improvement Cycle 5
We realized that programs with two 5-year accreditation
cycles and no changes in Program Director were prepar-
ing the same documentation as programs with fewer
years of accreditation and multiple citations. The com-
mittee reconfigured the presentation of program mate-
rials from a long- to a short-electronic format to reduce
the production of unnecessary documentation. After a
review of the ACGME’s Next Accreditation System
(NAS) requirements, programs with at least two 5-year
accreditation cycles were no longer required to submit
documentation in areas that they previously demon-
strated accreditation compliance. This significantly de-
creased the volume of documentation received and need
for storage, reduced the committee’s review to only key
elements needed to assess the educational components
of a training program, and saved the committee mem-
bers and program staff time and effort.
We are currently in the process of implementing a
sixth cycle of improvement. Once again, in response to
changes in the ACGME requirements there is no longer
a need for internal reviews. We have adapted to be able
to conduct “impromptu” special reviews for: (1) pro-
grams whose annual review submission does not meet
the standards of the committee and (2) programs the in-
stitution feels are struggling either as a result of lack of
resources or issues with learners or leadership. In this
model we have moved from a regulatory mandating-
based review to an institutional-based annual review
program based on program improvement.
Evidence from ACGME Feedback
The effectiveness of the Special Program Review Commit-
tee is supported, in part, by an institutional average ac-
creditation cycle of 4.6 years (2010–2013) prior to the
onset of NAS. Under the ad hoc model (2002), the average
cycle was approximately 4.2–4.4 years. In addition, formal
feedback was provided by Program Directors that the
rigor of the review ensured an ‘easy’ACGME site visit for
them. ACGME site visits were less rigorous than their in-
ternal review and/or the program was adequately prepared
as a result of their internal review. We considered this
very helpful given the number of programs and the initial
short cycle of new programs. This process has ensured a
smooth transition to the NAS for our programs and can
serve as a model for other institutions [18]. The NAS
established a system of accreditation based on the docu-
mentation of educational outcomes, and hopes to reduce
the burden of the current structure and process-based ap-
proach [18].
Focus group data
Committee members believed that a standing commit-
tee format offered numerous advantages over the ad
hoc model.
With the ad hoc model there might [be] people that
might be doing it (conducting interviews) and this will
be the one and only time they’ll ever do it so they won’t
get any expertise of what to look for or what standards
programs should be held to. (Faculty participant #7)
With this format there is a committee of standing
members who are very familiar with reviewing residency
documents.
I have, for the last how many years, done the program
requirements for each review, so I have read through
almost every set of program requirements there are out
there and it’s very interesting to see the differences and
you start to see the big things that stick out almost
every time with any program review you do. For me, it
was program evaluation. (Faculty participant #1)
Committee members also commented that the stand-
ing committee facilitated the work of program directors,
including those who were members of the committee.
Because the committee members were aware of com-
mon pitfalls and areas for potential improvement, they
noted their increased ability to assist program directors
in the work they need to do to enhance or further de-
velop their educational programs.
I know that after being on the committee for a while
and doing our own internal review…I didn’t try to
buff up anything beforehand. I said here’s the program
how it exists, tell me what’s wrong, knowing…even if I
had there were still going to be changes recommended,
why do the work twice. I waited…I was smart…I waited
until I had the comments to go on and then made the
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changes. So I think our committee even goes beyond
providing useful information it does some of the work
quite frankly for some of these programs and just hands
stuff to them. (Faculty participant #1)
Members of the committee frequently brought the ex-
pertise that they gained back to their own training pro-
grams. In a review of the procedures at Duke University,
Andolsek and colleagues also noted that program dir-
ector involvement in the internal review process often
improved the educational content of their own programs
[19]. Our findings supported those of Andolsek.
[T]here’s been a huge benefit to my own residents, to the
training program, and hopefully to the department as
result of what I’ve learned here. (Faculty participant #8)
The standing SPRC structure has demonstrated value
over time creating faculty and residents who are skilled
and committed to the review process. Committee mem-
bers reported that the evaluation style of the committee
evolved over time, and UMHS program directors were
increasingly more likely to view the internal review
process as helpful rather than adversarial. As a result, it
appears that the SPRC became increasingly more effect-
ive as an educational tool for program directors as the
committee members gained expertise.
Some of the program directors [are] not all defensive.
They see us partnering [with them] much more than
when we first started. (Faculty participant #9)
Discussion
The committee continues to improve upon previous work.
In addition to detailed reports, the committee adopted a
modified color coded technique for annual program re-
views from Duke University. This technique has aided the
committee members by quickly identifying different levels
of compliance: red (not-compliant), yellow (minimum
compliance), green (substantial compliance). The commit-
tee has also discussed how to decrease meeting frequency
while maintaining efficiency. The committee is adaptable
to change but change is challenging at times, even to
those who embrace it. It is only through a culture of
safety, as well as historical experiences with career and in-
stitutional benefits of PDSA cycles, that the committee
continues to improve.
The formation of a standing committee with minimal
turnover has ensured great stability in the program review
process; stability which was absent when ad hoc commit-
tees were utilized. This has allowed each member to gain
considerable expertise over several years of service which
has resulted in increased efficiency and depth of the re-
views. Further, this format has led committee members to
be able to effectively educate program directors to address
deficiencies by exposing them to best practices identified
from other training programs within the institution. Con-
sequently, individual program directors have come to view
the functions of the committee as beneficial rather than
adversarial.
Resident participation on this standing committee has
been critical. Resident-to-resident interactions have
been very effective in identifying certain problems
within reviewed programs. Additionally, resident mem-
bers place a heavy value on this unique opportunity to
learn about the evaluation process, as well as to interact
with faculty members as peers.
The program review process is time consuming and re-
quires personal sacrifices; features which are readily admit-
ted by committee members. As a result, the institution has
taken the unique step of rewarding committee members
for their participation. This monetary reward is appreciated
by participating faculty members and is perceived as indi-
cating that the institution understands and values the sacri-
fices committee members are asked to make. Faculty and
resident compensation has also likely contributed to
greater stability in the committee membership, even
though participating members readily admit that the com-
pensation, in and of itself, is not of sufficient magnitude to
lead to their decision to re-enlist year after year. Commit-
tee members universally expressed a deep sense of com-
mitment to the educational mission of the institution.
Finally, because committee members serve for mul-
tiple years, they are well-positioned to recognize areas in
which the internal review process can be improved. This
has included facilitating the transition to a paperless
process, revising and improving institutional forms uti-
lized in the review process, creating documents which
can be adopted by each of the programs (such as exam-
ples of different policies), and streamlining the review
process. Such improvements would be much more diffi-
cult or impossible for an ad hoc committee to identify.
As residency programs move to the NAS, the commit-
tee, given its previous quality improvement efforts and
ability to adapt quickly to a changing environment, devel-
oped a process to provide oversight to 103 programs (as
of 2014). This process is electronic, using data already cre-
ated by programs with a short 15 min questionnaire. The
committee uses a red, yellow, green measuring criterion
and is able to provide meaningful critiques and meet ac-
creditation requirement in 4–10 meetings a year. Resident
participation is continued. This process in the first year
will continue to develop as well.
Conclusion
Under NAS, the institutional GME office will have more
responsibility for overseeing its training programs. Al-
though formal site visits will be less frequent for individual
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training programs than in the past, establishing a standing
committee to review programs at regular intervals was
part of a logical transition to accomplish this requirement.
Abbreviation
PDSA: Plan-Do-Study-Act; AEC: Admissions Executive Committee; GME: Post-
graduate medical education; ASPIRE: Areas of Excellence to be Recognized;
ACGME: Accreditation Council for Graduate Medical Education; CLER: Clinical
Learning Environment Review; UMHS: University of Michigan Health System;
IRC: Internal Review Committee; SPRC: Special Program Review Committee;
NAS: Next Accreditation System.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
Drs Lypson & Gitlin as well as Dr. Ross had full access to all the data in the study
and take responsibility for the integrity of the data and the accuracy of the data
analysis. Study concept and design: MLL, NHO, JHK, TK were involved in the
conceptualization of the project and idea. All authors were involved in the
process of data acquisition, analysis, or interpretation. MLL, MEP, RHC, SDG and
SJK were involved in the initial drafting of the manuscript. All authors were
involved in critical revision of the manuscript. MLL, MCS, SDG and SJK were
involved in specific issues of data analysis from the qualitative perspective. MLL
obtained the approval and funding for the project. All authors were instrumental
in the administrative, technical, and material support. Initial and final study
supervision was undertaken by MLL & SDG. All authors are accountable for all
aspects of the work. All authors read and approved the final manuscript.
Authors’ information
Each author was involved in the initial conception and design of this work.
Their input was included at all levels in regards to the interpretation of the
data as well as drafting and revisions of the final author. They are all
accountable for all aspects of the work.
Acknowledgements
We would like to thank Mrs. Terri Schork for her many contributions to the
Program Review Committee and Dr. F. Jacob Seagull and Dr. Paula Ross for
their assistance with this manuscript. "The views expressed in this article are
those of the authors and do not necessarily reflect the position or policy of the
Department of Veterans Affairs or the United States government."
Funding
The authors report no external funding source for this study.
Author details
1Veterans Affairs Ann Arbor Healthcare System, 2215 Fuller Road #11J, Ann
Arbor, MI 48105, USA. 2Department of Otorhinolaryngology, University of
Michigan Medical School, Ann Arbor, MI, USA. 3Department of
Otorhinolaryngology, Ann Arbor, MI, USA. 4University of Michigan Medical
School, Ann Arbor, MI, USA. 5Department of Plastic Surgery, University of
Michigan Medical School, Ann Arbor, MI, USA. 6Department of Vascular
Surgery, University of Michigan Medical School, Ann Arbor, MI, USA.
7Department of Radiology, University of Michigan Medical School, Ann
Arbor, MI, USA. 8Department of Emergency Medicine, Beaumont Health
System, Royal Oak, MI, USA. 9Detroit Medical Center/Providence Hospital
Orthopaedic Surgery Residency Program, Detroit, MI, USA. 10Department of
Obstetrics and Gynecology, University of Michigan Medical School, Ann
Arbor, MI, USA. 11Physical Medicine & Rehabilitation, University of Michigan
Medical School, Ann Arbor, MI, USA. 12Department of Surgery, University of
Michigan Medical School, Ann Arbor, MI, USA. 13Department of Internal
Medicine, Division of Hematology/Oncology, University of Michigan Medical
School, Ann Arbor, MI, USA.
Received: 27 June 2015 Accepted: 10 February 2016
References
1. Heard JK, O’Sullivan P, Smith CE, Harpter RA, Schexnayder SM. An
institutional system to monitor and improve the quality of residency
education. Acad Med. 2004;79(9):858–64.
2. Afrin LB, Arana GW, Medio FJ, Ybarra AFN, Clarke HS. Improving oversight of
the graduate medical education enterprise: One institution’s strategies and
tools. Acad Med. 2006;81(5):419–25.
3. Musick DW. A conceptual model for program evaluation in graduate
medical education. Acad Med. 2006;81(8):759–65.
4. Long TR, Poe JD, Zimmerman RS, Rose SH. A citation tracking system to
facilitate sponsoring institution oversight of ACGME-accredited programs.
J Grad Med Educ. 2012;4(4):500–4.
5. Standards for curricula and assessment systems. Manchester, England:
General Medical Council. http://www.gmc-uk.org/education/standards.asp.
Accessed 15 Feb 2016.
6. ACGME. Institutional Requirements. 2014. Accredication Council for
Graduate Medical Education, http://www.acgme.org/acgmeweb/Portals/0/
InstitutionalRequirements_07012014.pdf. Accessed September 29, 2014.
7. Areas of Excellence to be Recognised (ASPIRE). 2015; http://www.aspire-to-
excellence.org/Areas+of+Excellence/. Accessed June 23, 2015.
8. ACGME CLER Pathways to Excellence. Expectations for an optimal clinical
learning enviornment to achieve safe and high quality patient care. 2015.
https://www.acgme.org/acgmeweb/Portals/0/PDFs/CLER/CLER_Brochure.
pdf. Accessed November 25, 2015.
9. ACGME-International General Requirements and Process Overview. 2015;
http://www.acgme-i.org/Requirements-and-Process-Overview/Requirements.
Accessed June 23, 2015.
10. ACGME. Institutional requirements. 2007. Accreditation Council for Graduate
Medical Education, http://www.acgme.org/acgmeweb/Portals/0/irc_
IRCpr07012007.pdf. Accessed November 25, 2015.
11. Callahan EP, Heffron MG, Simpson DE, Kochar M. Streamlined and
standardized: Value of the internal review process. Accreditation Council for
Graduate Medical Education (ACGME) Bulletin. 2007. https://tulane.edu/som/
sim/faculty/upload/bulletin12_05.pdf
12. Tomolo A, Lawrence R, Aron D. A case study of translating ACGME practice-
based learning and improvement requirements into reality: Systems quality
improvement projects as the key component to a comprehensive
curriculum. Qual Saf Health Care. 2008;18(3):217–24.
13. Institutional Review Committee. Accredication Council for Graduate Medical
Education. 2003. http://www.acgme.org/acWebsite/irc/irc_IRCpr703.asp#VB.
Accessed 6 Jul 2011.
14. Andolsek KM, Nagler A, Dodd L, Weinerth JL. Internal reviews benefit
programs of the review team members and the program under review.
J Grad Med Educ. 2010;2(4):604–9.
15. Cleghorn GD, Headrick LA. The PDSA cycle at the core of learning in health
professions education. J Comm J Qual Improv. 1996;22(3):206–12.
16. Womack JP, Jones DT. Lean Thinking: Banish Waste and Create Wealth in
Your Corporation. 2nd ed. London: Productivity Press; 2003.
17. Strauss A, Corbin J. Basics of qualitative research: Techniques and
procedures for developing grounded theory. Thousand Oaks, CA: Sage
Publications; 1998.
18. Nasca TJ, Philibert I, Brigham T, Flynn TC. The Next GME Accreditation
System-Rationale and Benefts. N Engl J Med. 2012;366:1051–6.
19. Andolsek KM, Nagler A, Weinerth JL. Use of an institutional template for
annual program evaluation: Benefits for program participation and
performance. J Grad Med Educ. 2010;2(2):160–4.
•  We accept pre-submission inquiries 
•  Our selector tool helps you to find the most relevant journal
•  We provide round the clock customer support 
•  Convenient online submission
•  Thorough peer review
•  Inclusion in PubMed and all major indexing services 
•  Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit
Submit your next manuscript to BioMed Central 
and we will help you at every step:
Lypson et al. BMC Medical Education  (2016) 16:65 Page 6 of 6
